Occupational therapy is in need of
O ccupational therapy in child psychiatry has been identified as an emerging specialty area of practice in which there is a need for role clarification (Florey, 1989; Pratt & Allen, 1989 ). Florey believed that our profession is at risk for losing the domain of emotionally disturbed children in the school system. According to her, this could happen if we do not further develop this area, particularly in our entry-level educational preparation of occupational therapists. Florey found in her review of the occupational therapy literature that our profession inadequately addresses child psychiatry In current literature from the field of child psychiatry, occupational therapy is not identified in the assessment process and is mentioned rarely in the treatment process (Call, Cohen, Harrison, Berlin, & Stone, 1987; Cavenar, 1985; Rutter & Hersov, 1985) , which suggests that our profession's role is largely unrecognized by child psychiatrists and lacks delineation within our own profession. Thus, our practice with emotionally dis· turbed children appears to be at risk in hospital settings as well.
The purpose of the present study was (a) to explore and identify the current role of the occupational therapist with children hospitalized for psychiatric disturbances, (h) to suggest three steps in the formulation of a special ized role for occupational therapy with this population, and (c) to give a clinical example of assessment data valuable to the interdisciplinary clinical team
The Role of Occupational Therapy in Child Psychiatry
Child Psychiatry Literature
In the child psychiatry literature, occupational ther· apy is dealt with either not at all or as a specialty in the area of sensory integration. In this context, activity therapy, comprising art, dance, music, craft, and recreation, is mentioned (Cavenar, 1985; Harrison, 1979; Rutter & Hersov, 1985) An association with sensory integrative occupational therapy is mentioned but not delineated (Call et aI, 1987; Noshpitz, 1979) . The only reference found that delineated occupational therapy's role was Moss and Levine (1980) , who de· scribed it as that of assessing sensorimotor integration and proViding individualized and group sensorimotor integration training such that patients could acquire basic skills and apply them to the initiation and com· pletion of tasks
Occupational Therapy Literature
Of the studies found that used occupational therapy with children with psychiatric disturbances, most were conducted in public school settings. Most of these studies addressed disorders of hyperactivity, autism, physical abuse, and learning disabilities with behavioral problems. Studies regarding the assessment of these populations focused on the measurement of sensorimotor integration and motor performance (Kimball, 1986; Kramer, Deitz, & Crowe, 1988; Nelson, Nitzberg, & Hollander, 1980; Rider, 1973) , with the exception of Howard's (1986) study of developmental play age. Studies regarding treatment with this population demonstrated the use of sensory integration techniques (Arnold, Clark, Sachs, Jakim, & Smithies, 1985; Ayres & Tickle, 1980; Ray, King, & Grandin, 1988; Reilly, Nelson, & Bundy, 1983) , activity group techniques and programs (Kohler, 1980; McKibbin & King, 1983) , and relaxation therapy and biofeedback (Crist, 1980; Kwako, 1980) Generally, the occupational therapy literature is limited in its support of the effectiveness of the above techniques and programs with children with psychopathology.
The occupational therapy texts describe the therapist's role as broad in scope. Kent (1979) identified the role of the occupational therapist with children haVing psychosocial dysfunction as essentially that of a developmental therapist. The therapist's assessment role was to evaluate the level of function in skill components, as well as interests, but tools for this were very limited and unsophisticated. Kent suggested that occupational therapy draw on reality, milieu, behavioral, and play therapies in treatment as well as on sensory integrative approaches for work with psychotic and autistic children. Ramm (1988) identified autism, child abuse, and neglect as the specialized psychiatric conditions of children addressed by occupational therapy. Evaluations of neurodevelopmental reflex maturation; coordination; activities of daily living; sensory integrative functioning; and developmental, functional, and adaptive behavioral status were suggested for these children. In treatment, the occupational therapist's role was to promote development and work with parents, for example, by demonstrating alternate approaches to controlling the children's behaViors. Cronin and Burnell (1989) delineated occupational therapy's role with children with psychiatric disturbances as based on the psychoanalytic, social learning and behaVioral, systems analysis, and developmental models as well as on the occupational therapy-based theories of Reilly (1974) , Kielhofner (1985) , Ayres (1972) , Nelson (1984) , and Llorens and Rubin (1967) . They described assessment as covering the areas used in any child assessment, but emphasized the assessment of behavioral patterns, environmental influences, play history, temperament, and family dynamics. The occupational therapy treatment modalities they suggested were play therapy, behavioral management, sensorimotor and sensory integrative techniques, values clarification, and activity group programs. Florey (1989) believed that occupational therapists are focusing on this population's sensorimotor and neuromuscular development and neglecting their socioemotional development and behavior. The occupational therapy literature of the past 20 years supports this statement, but recent articles and presentations at state and national meetings point to a change in focus. Kaufman's (1988) survey of approximately 200 occupational therapists working in child psychiatry indicated a desire for more tools by which to assess socioemotional development and a treatment focus on such development along with independent living skills, cognitive development, and performance skills.
Short-Term Versus Long-Term Child Psychiatric Care occupational therapy programs for children with psychiatric disturbances have been described both for long-term and short-term care settings. Descriptions of occupational therapy on long-term care units focused on the child's skill acquisition through practice in activity groups. Assessment involved evaluation of task performance and interpersonal skills (Baker, Gaffney, & Trocchi, 1989) and of the child's volitional, habituation, and performance subsystems, as outlined in Kielhofner's (1985) Model of Human Occupation (Adelstein, Barnes, Murray-Jensen, & BakerSkaggs, 1989) . Treatment program examples included a work-related program (Adelstein, Barnes, & Trocchi, 1988) , dyadic groups to facilitate social skills (Baker et aI., 1989) , and play activities to proVide opportunities to practice skills and role development and to correct maladaptive function (Adelstein et aI., 1989) .
Descriptions of occupational therapy on shortterm care units focused on skill acquisition through activity groups and on assessment, especially on units with a diagnostiC or research focus. Assessment batteries for children with psychiatric disturbances were presented by the first author (Sholle-Martin, 1987) , Adelstein et al. (1989) , and Baron (1989) . Adelstein et al. identified the role of the occupational therapist as that of (a) increasing the child's and caretaker's awareness of problems that affect functioning; (b) assisting in formulating long-term treatment goals; and (c) proViding group treatment in the form of successful experiences to help the child explore, learn, and master play and work skills. To increase play and social skills, Florey (1986) used developmentally graded activity groups, such as sensorimotor, imaginary, simple constructive, and complex constructive play groups, social skill clubs, and scout meetings.
Baron described the Lise of developmentally organized activity groups, such as a workshop using primarily parallel play and crafts, a newspaper project group, and a hobby club group. These groups focused on exploration of interests, mastery of skills, and improvement of functioning in roles through practice and encouragement. Lambert and Moffitt (1988) also used a developmentally organized activity group program in which unit staff were trained to run the activity groups. Occupational therapists ran a parent-child activity group to increase the parents' skills in interacting with their children. The occupational therapists' major role, however, was to coordinate the unit activities in the program, which limited the amount of time available for assuming more important roles in assessment, treatment, and consultation. This problem has also been identified by Adelstein et al. (1989) . Olson and Soppas-Hoffman (1989) also described the use of parent-child activity group intervention, which consisted of construction projects and free play activities completed jOintly by parents and children. Instruction, modeling, support, and assistance in structuring and adapting activities were provided.
Formulating a Specialized Role for Occupational Therapy
The first step in the formulation of a specialized role for occupational therapy with children hospitalized for psychiatric disturbances is a recognition of the needs of this population and the efforts of child psychiatry to meet these needs. This population is diverse and has complex problems and needs related to familial, socioemotional, cognitive, sensorimotor, and physical functioning (Greenspan & White, 1987) . Few studies have attempted to empirically identify the needs of these children, which are often underestimated_ Greater attention must be paid to the severity and extent of disability associated with these disorders over time and across developmental stages (Leckman, 1989) . These children are often referred because of observable maladaptive behaviors or functioning at home, at school, or in the community (Kashani & Cantwell, 1983) . Accurate assessment of all of these areas of functioning is essential to the diagnostic process. A determination of the child's level of adaptive behavior or functioning is needed for a complete multidimensional and nondiscriminatory assessment in compliance with federal mandates regarding his or her diagnosis and school placement (Wall & Paradise, 1981) .
The field of child psychiatry has tended to focus more on treatment and has only recently begun to address the complexities of the diagnostic process. This process requires a specialized, interdisciplinary clinical team that can provide a comprehensive assessment covering the full range of function (Brunsetter, 1987; Cohen, 1979; Leckman, 1989) . Specific information regarding the incidence and prevalence of childhood disorders and accurate data regarding risk factors have been identified as vital to advancing the field of child psychiatry (Brunsetter, 1987) . The development of evaluation tools measuring key areas of competence and disability are a priority, as are studies to determine how to best integrate diagnostic findings (Leckman, 1989) . Efficacy research of the sociological, psychological, and somatotherapeutic modalities (Cavenar, 1985) is also a priority. Concerning the measurement of treatment efficacy, broad measures of adaptation have been suggested as more usefu I than isolated tests of specific function (Greenspan & White, 1987) .
The second step in the formulation of a specialized role for occupational therapy is the conceptualization of assessment and treatment strategies that incorporate the needs of this population and the direction of child psychiatry and that are based on occupational therapy theory. Current descriptions of occupational therapy's role indicate that occupational therapists are beginning to address more than just the sensorimotor and neuromuscular skill needs of this population: They are beginning to develop assessment and treatment strategies that prOVide valuable information to the interdisciplinary clinical team and that are based on theory unique to occupational therapy (Ade lste in et aI., 1988; Ade lste in et aI., 1989; Baker et aI., 1989; Baron, 1989; Lambert & Moffitt, 1988; Olson & Soppas-Hoffman, 1989; Sholle-Martin, 1987) .
The Model of Human Occupation is based on theory unique to occupational therapy (Kielhofner & Burke, 1980; Kielhofner, Burke & Igi, 1980) . It has been suggested repeatedly as an effective means of conceptualizing the role of occupational therapy with this population (Adelstein et aI., 1989; Baron, 1989; Kielhofner, 1985; Oakley, Kielhofner, & Barris, 1985; Pratt & Allen, 1989; Sholle-Martin, 1987) A thorough assessment of the child's volitional, habituation, performance, and environmental dimensions could provide a view of his or her overall occupational functioning as well as a direction for treatment.
According to the Model of Human Occupation, the child's adaptive functioning is conceptualized as the organization of occupational behaviors (i.e., everyday self-care, work, and play activities) into patterns or routines that help to satisfy the child's need to explore and be effective as well as the demands of the environment. This organization of occupational behaviors in the language of the model is the child's habituation subsystem. This model also includes performance and volitional subsystems. The perfor-mance subsystem refers to the skills needed to produce the occupational behaviors, and the volitional subsystem refers to the choosing and initiating of the occupational behaviors. All three subsystems-volitional, habituation, and performance-must be integrated to produce occupational function (Kielhofner, 1985) .
The third step in the formulation of a specialized role for occupational therapy is to do research that establishes the value of occupational therapy assessments and the efficacy of its treatment. The child psychiatry and occupational therapy literature indicate that the profession of occupational therapy has not yet accomplished this. Although occupational therapists are beginning to develop and use assessment and treatment planning based on the Model of Human Occupation, research on this type of process is virtually nonexistent with this population.
The present study looked at the adaptive functioning of children hospitalized for psychiatric disturbances. It gives an example of a way in which occupational therapists can provide assessment data valuable to the diagnostic team and to treatment planning. Deficits in the adaptive functioning of these children are discussed, and occupational therapy intervention with these deficits is described.
Method
We sought to investigate whether a profile of adaptive functioning in a population of children hospitalized for psychiatric disturbances would differ Significantly from that of the normal standardization sample of the Vineland Adaptive Behavior Scales (VABS) (Sparrow, Balla, & Cicchetti, 1984 , 1985 . The study was conducted at the University of Michigan, Ann Arbor, on the children's diagnostic and research unit, which is an academic and clinical unit devoted to the understanding and treatment of children with serious psychiatric disorders.
Subjects
The subjects were 52 of the patients admitted to the unit between January 1986 and January 1987. They were administered both versions of the VABS. We demonstrated in a previous paper that there was no bias in the sample selection (Sholle-Martin & Alessi, 1988) . The amount of variability in the socioeconomic, educational, and clinical backgrounds of the children in this sample, as well as the degree of psychopathology in their families, points to the complexity involved in the assessment of this population.
Demographics. The 52 subjects ranged in age from 4 to 13 years (M = 8.98 years). Forty-five of the children (87%) were boys; 7 (13%), girls. Eighty-siX percent were White; 10%, Black; and 4%, of other racial origin. According to the Index of Social Position (Hollingshead & Redlich, 1958) ,48% of the children were at Level 5 (the lowest level) of socioeconomic status; 34% at Level 4; 10% at Level 3; 6% at Level 2; and 2% at LevelL
Cognitive assessment. IQ testing was available on only 39 of the children. The IQ scores ranged from 45 to 116 for Verbal IQ (M = 87), 17 to 121 for Performance IQ (M = 90), and 41 to 114 for Full Scale IQ (M = 86). Before hospitalization, 62.7% of the children were in special education. Most of them were in classrooms for emotionally impaired students; the others were in classrooms for educable mentally impaired or learning disabled students. Forty-two of the children were evaluated for past or current speech and language problems, and 53% had deficits in these areas.
Psychiatric assessment. Ten children (20%) had a previous inpatient psychiatric hospitalization, and 3 (6%) received day treatment services, whereas 38 of the children (76%) had received outpatient therapy. Of the 21 referral symptoms, the most common were aggression (67%), hyperactiVity (42%), fighting (37%), serious classroom problems (50%), danger to others (29%), academic problems (25%), and depression (19%). The most frequently occurring conditions prior to current hospitalization were attention deficit disorder (47%), learning disability (26%), and conduct disorder (26%). Fifty-nine percent of the children had no previous psychiatric diagnosis. Discharge diagnoses for these children are shown in Table 1 . It is important to note that numerous children had multiple diagnoses. Family history ofpsychiatric disorders. The history of family psychopathology was available for 40 of the 52 children. The incidence of family psychopathology is the result of the combination of the Family History-Research Diagnostic Criteria interview results from the mothers and fathers of these children (Andreasen, Endicott, Spitzer, & Winokur, 1977) . Results indicated a frequent occurrence of depression (63%), alcoholism (57%), borderline personality disorder (29%), and anxiety disorders (27%) in first-degree maternal and paternal relatives (i.e., mother, father, siblings). Second-degree maternal and paternal relatives (i.e., grandparents, aunts, uncles) had problems with depression (40%), alcoholism (41%), and borderline personality disorder (24%).
Selection of an Adaptive Functioning Assessment Method
An evaluation tool was selected on the basis of the fulfillment of parameters for accurate evaluation of adaptive functioning as well as the parameters for evaluating the occupational behaviors described by the Model of Human Occupation. To coJlect accurate and complete information about the child's adaptive functioning, which is valuable in making diagnostic decisions, adequate ratings of recent and current functioning must be obtained. These ratings require the reporter of information to have the ability to accurately observe and report (Carey, 1982) To accurately evaluate the child's adaptive functioning, the following parameters must be considered. Use of ratings. The evaluation instrument requires the use of ratings of development and behavior, as opposed to global perceptions. Global perceptions are often incomplete and reflect quickly formed general impressions. Ratings consist of descriptions of what the child is able to do and the frequency of various reactions or behaviors (Carey, 1982) . Standardization and nonning. The data need to be coJlected in a standardized manner and need to be compared to established developmental norms for the children being assessed. This avoids judgment errors about normal developmental achievements (Carey, 1982) . In the determination of developmental status, even the subjective clinical judgments of skilled professionals, such as pediatricians, have been found to be frequently in error (Coplan, 1982) Measurement of typical behavior. The instrument needs to measure ongoing behavior on the basis of multiple observations, as opposed to short, single observations. In this way, the child can be observed interacting with the environment in various Situations, and from these observations, a more complete picture of the child's ongoing functioning can be obtained (Carey, 1982) .
Use of multiple ratings. Both parental and clinical ratings must be obtained and compared in order to get information about the child's past functioning at home and current functioning in the hospital. The practice of using multiple ratings has raised important issues regarding the selection and accuracy of raters and instruments and the way in which the information is interpreted, for example, relative to school classification and placement decisions (Mealor & Richmond, 1980; Ronka & Barnett, 1984; Wall & Paradise, 1981) .
Uniform content and dimension. When multiple ratings are used, the measures must be matched in both content and dimension to ensure that the same information is being obtained from different raters (Carey, 1982) This may be a factor in the comparison of measures of adaptive functioning because of the Widely varied theoretical constructs and definitions of adaptive functioning (Ronka & Barnett, 1984) .
Definition of adaptive behaVior. The evaluation tool for the measurement of adaptive functioning must be based on a definition of adaptive functioning, which has a strong history of accepted principles. A sensible definition incorporates the major premises of Heber's (1959) definition, which formed the American Association on Mental Deficiency's official statement on adaptive functioning in 1961. This includes the implication that a person's adaptive functioning consists of the degree of independent functioning in daily activities as well as the ability to meet the demands of his or her particular environment (Sparrow et aI., 1984) . Occupational behaviors. According to the Model of Human Occupation, occupational behaviors, which involve work, play, and self-care, are the activities we do to occupy our time. For the child, these activities are those reqUired to fulfill the major childhood roles of player, stuclent, family member, and friend. Work activities fulfill the child's duties as student and family member. Self-care activities maintain care of self and personal living space and allow for access to resources such as shopping and traveling. Play activities are exploratory, creative, and gamelike and fulfill the roles of player, friend, and family member (Kielhofner, 1985) .
Instrument
The \lABS was chosen for this study because it met the identified parameters for accurate adaptive functioning assessment as weJl as those of occupational behavior, as described by the Model of Human Occupation. Both the Survey Form and the Classroom Edition of the \lABS were used to obtain multiple ratings. The Survey Form is rated by the parents or caretakers; the Classroom Edition is rated by a teacher or observer who knows the child's daily functioning. Both ver-sions of the VABS are based on the same multidimensional construct of adaptive functioning, which is defined as the typical performance of the daily activities required for personal and social sufficiency. The VABS comprises four domains of adaptive functioning: communication, daily living skills, socialization, and motor skills (see Table 2 ). These domains involve various occupational behaviors required for the child's self-care, work, and play. For example, dressing, eating, hygiene, room maintenance, and safety skills performed for self-care are found in the daily liVing skills domain. Writing, reading, using scissors, and money and time management skills for household, school, and community work are found in the communication, daily living skills, and motor skills domains. Leisure, interaction, and motor skills for play are found in the socialization and motor skills domains. The behaviors assessed with the VABS are compared with what has been established as developmentally normal for a child of the same age. The Survey Form has establish norms for children from birth to age 18 years 11 months, with the exception of the motor skills domain, which only has norms for children under 6 years of age. Estimated scores for the motor skills domain may be determined for children 6 years of age and older. The Classroom Edition has established norms for children aged 3 years to 12 years 11 months, except for the motor skills domain. The norms were based on a national sample of approXimately 4,800 disabled and nondisabled children. The Survey Form uses a semistructured interview procedure to obtain ratings of observed performance by parents and caretakers; the Classroom Edition uses a standardized rating procedure based on observations made by teachers and by therapists in the clinical setting. The raters give specific descriptions of what the child typically does in the four domains based on multiple observations over time. In the Classroom Edition, if a specific behavior has not been directly observed, the scoring system allows for an estimate of the child's performance. Direct comparisons between the two versions of the VABS may be calculated, and a moderate degree of correlation between the Classroom Edition and the Survey Form has been demonstrated (Sparrow et a!., 1984 (Sparrow et a!., , 1985 .
Procedure
A certified occupational therapist (the first author), using the Survey Form, interviewed the parents and caretakers on the day the child was admitted to the unit. The motor skills domain was not always covered due to time constraints in the interview process. Of the 52 subjects, 30 had a single caretaker (usually the mother) as the rater, whereas the other 22 subjects had two raters interviewed together, typically the parents or one parent with another relative. The Classroom Edition was completed by a different occupational therapist at the end of the first week of hospitalization, on the basis of observations made during the course of the child's treatment in an occupational therapy group and communication with the treatment team. The occupational therapist completing the Classroom Edition was blind to the Survey Form results, and both VABS assessments were completed without knowledge of the patient'S discharge diagnoses (ShoUe-Martin & Alessi, 1988) .
With use of the VABS ASSIST, a microcomputer software program for scoring conversion and profiling, standard scores were computed for the domains and overall composite of the Survey Form (Sparrow et a!., 1984) The same scores were computed with the 
Results
The mean standard scores of the domains in both the VABS Survey Form and the VABS Classroom Edition (except for the Classroom Edition motor skills domain) were lower in the subject group than in the normal standardization sample. A two-tailed t test for group means demonstrated that the subjects functioned significantly lower in all domains on both versions of the VABS, except for a higher functioning in the Classroom Edition motor skills domain (p < .03) (see Table 3 ). The study subjects had lower adaptive functioning than the normal sample (p < .001), with the exception of the Survey Form motor skills domain (p < .006). The range of functioning in the subject group was broad on all of the domains, with the most extreme being daily living skills (Sholle-Martin & Alessi,1988) Many of the subjects' domain standard scores fell more than 1 standard deviation below the mean of the normal standardization sample (see Table 4 ). This Table 3 was true in the Adaptive Behavior Composite (i.e., the composite of the four domains) as well. The standard scores of the motor skills domain may not accurately reflect the children's abilities, because for 47 of the 52 subjects, this domain had to be estimated because the children were not under 6 years of age, the age for which this part of the test was designed.
The Survey Form data suggested lower levels of functioning, with the domains of daily living skills and socialization appearing to be most frequently represented. Forty-two (80.8%) of the children were less than 1 standard deviation below the mean in socialization, 41 (78.8%) in daily living skills, 36 (69.2%) in communication, and 26 (50.0%) in motor skilLs. In the domains of communication, daily liVing skills, and socialization, 30% or fewer of the children showed functioning within 1 standard deviation of the mean or higher.
The Classroom Edition data for the subject group seem to indicate a higher functioning level in daily living skills and socialization domains than the Survey Form, with the highest percentage of subjects falling within 1 standard deviation of the mean. In both the socialization and daily living skills domains, 58% of the children scored within 1 standard deviation of the mean or higher. The communication domain percentages were comparable with the Survey Form: 635% of the children scored less than 1 standard deviation below the mean.
Discussion

Adaptive Functioning in Children Hospitalized for Psychiatric Disturhances
This study demonstrates the degree of impairment in adaptive functioning identified by both parent raters (sparrow, Balla, & Ciccheui, 1984 , 1985 . o (0) 1 (19) o (0) o (0) o ( " (Sparrow, Balla, & Ciccheui, 1984 , 1985 .
and the occupational therapist rater in this sample of children hospitalized for psychiatric disturbances. Many of these children had adaptive dysfunction that affected their communication, daily living skills, socialization, and motor skills. In a previous analysis and discussion of our data, we identified that many factors besides mental retardation, organic brain disorder, or developmental disorder could be seen as contributing to adaptive functioning deficits (SholleMartin & Alessi, 1988) . First, the deficit in adaptive functioning may be related to the degree of psychiatric impairment in these children. They were frequently given multiple Axis I diagnoses, which were often compounded by communication disorders, learning disabilities, or both. Sixty-three percenr of the subjects were receiving some form of special education before hospitalization. More subjects received learning disability diagnoses at discharge (62%) than before hospitalization (26%). When these factors are combined with the significantly low adaptive functioning of these children, however, the severity of the psychiatric disturbances is highlighted. From the perspective of the Model of Human Occupation, these children may be experiencing impediments to occupational functioning that negatively affect adaptive functioning. Specific impediments, such as a lack of self-confidence, inflexibility to change, or lack of sensorimotor skill, for example, could be affecting the child's ability to establish age-appropriate, independent self-care routines at home.
Second, the deficit in adaptive functioning may be related to environmental and familial influences. Many of the subjects' parents have a history of psychopathology and fall in the lower level of socioeconomic status. The lower socioeconomic environment 33 (635) 18 (347) 1 (9) (184) 13 (265) 27 (551) 28 (53.8) 23 (443) 1 ( 1.9) in which many of these children were raised may have presented differences in expectations for adaptive functioning that one should consider when comparing the subjects to the normal standardization sample. The type of psychopathology found in the subjects' families was mainly in the depression/depressive spectrum range (e.g., alcoholism) (Winokur, Cadoret, Dorzab, & Baker, 1971) . This finding suggests that the kinds of childhood psychiatric disturbances associated with family affective disorders are ones that affect socialization and adaptation in daily liVing activities (Orvaschel, Weissman, & Kidd, 1980) . In a previous study of male children at risk due to parental psychopathology, researchers found that the usual, ongoing level of parental impairment was the most important parental factor relating to the child's functioning in academics and socialization (Harder, Kokes, Fisher, & Strauss, 1980) In future studies, the relation between the child's and parents' ongoing adaptive functioning may give valuable information not found when addressing diagnoses alone. For some children, environmental and familial factors may be negatively affecting adaptive functioning due to inadequate or inappropriate expectations, structure, opportunities, or support. Because observable maladaptive behavior or functioning is often given as a reason for referral, an increase in the child's adaptive function seems to be an appropriate focus of treatment during hospitalization in order to successfully reintegrate the child into his or her home, school, and community environments (Kashani & Cantwell, 1983) Use of the VABS during hospitalization would proVide a detailed baseline of adaptive functioning, a list of specific areas needing evaluation and change, and a useful way by which to measure treatment efficacy.
The Occupational Therapist's Role
Use of the Model of Human Occupation as the basis for assessment can make an important contribution to the assessment of the child's occupational functioning. The organization of the occupational behavior patterns in the habituation subsystem can be assessed by the VABS, which obtains data regarding the child's typical performance in work, play, and self-care, as reported by parents and clinicians. The VABS interview with parents also yields information regarding the goals and expectations that they have for their child and information about the child's home environment.
The meaning of the VABS ratings will be enhanced through evaluation of the other aspects of occupational functioning. The child's performance subsystem can be evaluated through both formal and informal direct observation of the component functions of self-care, work, and play. Formal performance evaluations may include the Bruininks-Oseretsky Test of Motor Proficiency (Bruininks, 1978) , the Test of Visual Perceptual Skills (Gardner, 1982) , the Developmental Test of Visual Motor Integration (Beery, 1967) , the Wachs Analysis of Cognitive Structures (Wachs & Vaughan, 1977) , and the Preschool Play Scale (Knox, 1974 ) (see Table 5 ). The volitional subsystem can be evaluated through both formal and informal self-report measures and observations of the child's values, interests, and feelings of control and competence in se If-care, work, and play activities, Formal self-report measures may include the Children's Self-Assessment of Occupational Functioning (Curtain & Baron, 1986) , the Nowicki-Strickland Locus of Control Scale for Children (Nowicki & Strickland, 1973) , and the Piers-Harris Children's Self-Concept Scale (Piers & Harris, 1969 ) (see Table  5 ). A collection and synthesis of data from the occupational therapist can contribute to the attainment of a clear picture of the child's occupational functioning and an understanding of factors that may be affecting it.
The occupational therapist's assessment and treatment interventions will be influenced by the length of the hospitalization and the course of the child's psychiatric disorder. In a long-term setting, the role proposed for the occupational therapist is to use an assessment battery similar to the one described above to assess the child's occupational functioning in self-care, work, and play and to use his or her expertise and collaboration with the interdisciplinary team to plan for treatment and discharge. In treatment, an optimal activity environment and opportunities would be provided to give a picture of the effect of environmental influences on occupational func- (Adelstein et al., 1989) . In addition, the occupational therapist would collaborate with and empower the family to proVide the optimal expectations, structure, opportunities, and suPPOrt for the child's occupational functioning in the home and community environments. In a short-term setting, the major role proposed for occupational therapy is to screen for strengths and deficits in occupational functioning in self-care, work, and play and to use this information in the follOWing ways: (a) to collaborate with the interdisciplinary team in establishing an accurate baseline of occupational functioning; (b) to identify how the course of the child's disturbance and treatment affects his or her occupational functioning; and (c) to make recommendations for discharge. Occupational therapy, therefore, must develop screening methods that will allow for a quick assessment of occupational functioning in order to complete the assessment within time and scheduling restraints. When the use of a screening tool such as the Brief Index of Adaptive Behavior (McCallum, Helm, & Sanderson, 1986) is combined with an evaluation of the child in activities with the parents and family present, areas for more in-depth evaluation may be targeted qUickly. Short term treatment would focus on the provision of the optimal activity environment and opportunities to strengthen the child's assets and on discharge plan ning by pointing to positive areas for changes in the midst of severe disturbances (Adelstein et al., 1989) The importance of occupational functioning in the outcome of the child's hospitalization, the impli cation of different diagnostic categories in occupa tional functioning, and the possibility of occupational dysfunction subtypes are all areas that need to be ex plained in further developing the science of human occupation as it pertains to children with psychiatric disturbances. In addition, we need to know what ef fect optimal activity environments and opportunities and collaborative work with families have on the child's occupational functioning. Studies of the links between family systems theory and occupational ther apy may lead to an understanding of how the family and child affect one another's occupational function ing (Kerr, 1981) . To clearly delineate and strengthen the occupational therapist's role for children with psy chiatric disturbances, we need to (a) be knowledge able about and sensitive to the needs of these children and their families; (b) conceptualize assessment and treatment strategies on the basis of theory that is unique to occupational therapy; (c) develop and use credible evaluation instruments and procedures that are essential to the diagnostic and treatment process; (d) identify and articulate our unique services; (e) communicate and collaborate with other health pro fessionals, especially the child psychiatrist; and (f) conduct research that identifies the occupational dys function of this population and demonstrates the ef fectiveness of occupational therapy treatment in alle viating the dysfunction and allowing adaptation to en vironmental demands. Through these endeavors, we will establish an understanding and acceptance of oc cupational therapy's specialized role with children with psychiatric disorders . 
